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Description

Cross-Reference to Related Applications

Field of the Invention

[0001] This application relates to surgical training
tools, and in particular, to simulated tissue structures and
models for teaching and practicing surgical procedures
involving a gallbladder.

Background of the Invention

[0002] A common treatment for gallstones and other
gallbladder conditions is a cholecystectomy which is the
surgical removal of the gallbladder from the liver bed.
Laparoscopic cholecystectomy is the most common
laparoscopic procedure and has replaced open chole-
cystectomy as the first-choice of treatment for gallstones
and inflammation of the gallbladder. Laparoscopic chole-
cystectomy advantageously requires smaller incisions,
resulting in less pain, improved cosmetic results, quicker
healing, and fewer complications such as infection and
adhesions.
[0003] Laparoscopic cholecystectomy requires sever-
al small incisions in the abdomen to allow the insertion
of trocars or small cylindrical tubes approximately 5 to
10 millimeters in diameter through which surgical instru-
ments and a laparoscope are placed into the abdominal
cavity. The laparoscope illuminates the surgical field and
sends a magnified image from inside the body to a video
monitor giving the surgeon a close-up view of the organs
and tissues. The surgeon watches the live video feed
and performs the operation by manipulating the surgical
instruments placed through the trocars.
[0004] In a laparoscopic cholecystectomy, a patient is
placed in a supine position on the operating table and
anesthetized. A scalpel can be used to make a small
incision at the umbilicus. Using a trocar, the abdominal
cavity is entered and enlarged by delivering carbon di-
oxide gas to insufflate the cavity to create a working
space inside the patient’s abdominal region. The trocar
may include an inserted laparoscope for observing the
penetration, insertion, and insufflation of the abdominal
space. Additional trocars are inserted at a location inferior
to the ribs. Using the laparoscope, the fundus of the gall-
bladder, which is covered by the peritoneum, is identified,
grasped with a surgical grasper extending through one
of the trocars, and retracted. A second surgical grasper
may be used to retract the rest of the gallbladder in a
lateral direction to expose Calot’s triangle. Calot’s trian-
gle is that portion of the gallbladder anatomy that is bound
by the cystic duct, cystic artery, the hepatic duct and the
border of the liver. The surgeon identifies the cystic duct
and cystic artery. In this area, the underlying structures
are carefully skeletonized from the peritoneum separat-
ing the peritoneum from the both the cystic duct and the
cystic artery. A surgical clip applier is introduced through

one of the trocars and clips are applied in two locations
to both the cystic duct and the cystic artery. The cystic
duct and the cystic artery are then divided with surgical
scissors between the two locations of clips freeing the
gallbladder for removal. The gallbladder is dissected from
the bed of the liver and removed through one of the tro-
cars. During laparoscopic cholecystectomy, complica-
tions may arise due to gallbladder perforation which can
occur due to excessive traction during retraction or during
dissection of the gallbladder from the liver bed or extrac-
tion from the abdomen. The outcome of laparoscopic
cholecystectomy is greatly influenced by the training, ex-
perience and skill of the surgeon performing the proce-
dure. In order for residents and surgeons to learn and
practice these surgical techniques, a realistic, functional,
and anatomically correct model for use in a laparoscopic
training device is needed.
[0005] A gallbladder model is not only useful for train-
ing residents and surgeons in laparoscopic cholecystec-
tomy, but also, desirable for training residents and sur-
geons in laparoscopic common bile duct exploration. The
common bile duct is a tube that connects the liver, gall-
bladder and pancreas to the small intestine and delivers
fluid to aid in digestion. Common bile duct exploration is
a procedure used to see if a gallbladder stone or some
other obstruction is blocking the flow of bile from the gall-
bladder or liver to the intestine which can cause jaundice.
In a laparoscopic common bile duct exploration proce-
dure, the abdominal cavity is approached as in a chole-
cystectomy described above. The surgeon identifies the
common bile duct and a small hemi-circumferential inci-
sion is made in the common bile duct. A cholangiography
catheter is inserted into the insufflated abdominal cavity
through one of the trocars and into the incision made in
the common bile duct. Contrast media or radiopaque fluid
is introduced into the cystic and common bile ducts and
an X-ray is taken to reveal the location of any gallstones
in the common bile duct. If there are gallstones, the ob-
structions will appear as discontinuities in the flow of con-
trast media. The gallstones are then surgically extracted.
[0006] In order to help patient outcomes and recover-
ies, surgeons need a way to practice laparoscopic chole-
cystectomies and common bile duct explorations outside
of the operating room. The practice model needs to be
anatomically correct and include all important landmarks
normally seen during surgery in order to give the surgeon
or resident the most realistic practice possible.
[0007] WO 96/42076 A1 discloses an anatomical sim-
ulator for videoendoscopic surgical training comprising
a synthetic anatomical torso and a variety of procedure
packs. The procedure packs include simulated anatomic
structures that have realistic appearance and density and
that provide realistic tactile feedback during manipulation
and incision and that are suturable and/or electrocauter-
izable using endoscopic instruments.
[0008] WO 98/58358 A1 discloses a clinical and/or sur-
gical training apparatus comprising a housing providing
a simulation of at least part of a body and simulations of
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internal body structures for reception in the housing.
[0009] US 2012/015339 A1 discloses a surgical simu-
lator including an enclosure and an artificial organ formed
of platinum cured room temperature vulcanization sili-
cone rubber.

Summary of the Invention

[0010] According to one aspect of the invention, an an-
atomical model for surgical training is provided. The mod-
el includes a first layer having an inner surface and an
outer surface. The first layer has a substantially uniform
thickness defined between the inner surface and the out-
er surface. The first layer has a first perimeter and is
configured to simulate at least a portion of a first anatom-
ical structure. The model includes a second layer having
an inner surface and an outer surface. The second layer
has a thickness between the inner surface and the outer
surface. The second layer defines a second perimeter
and overlays the first layer such that the outer surface of
the second layer faces the inner surface of the first layer.
The model includes at least one second simulated ana-
tomical structure which has a third perimeter around the
at least one simulated anatomical structure. The at least
one simulated anatomical structure is connected to the
inner surface of the second layer. The outer surface of
the second layer is connected to the inner surface of the
first layer at least partially around the location of the at
least one second simulated anatomical structure. The
second layer is connected to the first layer outside the
third perimeter such that the second layer is permitted to
tent with respect to the first layer when the second layer
is pulled away from the first layer at a location inside the
third perimeter.
[0011] According to an embodiment, the model in-
cludes an anatomical portion and a support removably
connectable to the anatomical portion. The anatomical
portion includes at least a first layer having an inner sur-
face and an outer surface interconnected by a top side
and a bottom side and a left side and a right side. The
first layer has a thickness defined between the inner sur-
face and the outer surface. The first layer is configured
to simulate at least a portion of a liver. The top side of
the first layer has a peak. The model includes a simulated
gallbladder positioned in the location of the peak and
facing the inner surface of the first layer. The model in-
cludes a frame connected to at least the first layer. The
frame has a first end interconnected to a second end by
a central portion. The first end and the second end of the
frame are removably connectable to the support to hold
the anatomical portion in a substantially upright position.
The frame does not extend into the location of the peak
such that the first layer in the location of the peak is ca-
pable of flexing inwardly and outwardly relative to the
frame.
[0012] According to another aspect of the invention,
an anatomical model for surgical training is provided. The
anatomical model includes all features of claim 1 and

furthermore, the anatomical portion also includes a frame
having a first end interconnected to a second end by a
central portion. At least part of the frame is embedded
within the first layer with the first end and the second end
of the frame extending out from the first layer. The model
includes a support to which the first end and the second
end of the frame are removably connectable to the sup-
port to hold the anatomical portion in a substantially up-
right position with respect to a supporting surface.
[0013] According to an embodiment, a surgical simu-
lation system is provided. The system includes an ana-
tomical model. The model includes an anatomical por-
tion. The anatomical portion includes a first layer having
an inner surface and an outer surface interconnected by
a top side and a bottom side and a left side and a right
side. The first layer has a substantially uniform thickness
defined between the inner surface and the outer surface.
The first layer is configured to simulate at least one an-
atomical structure and defines a substantially planar con-
figuration. The model includes a second layer having a
plurality of anatomical structures connected to and over-
laying the inner surface of the first layer. A support is
connectable to the anatomical portion and configured to
hold the anatomical portion in a substantially perpendic-
ular orientation with respect to a supporting surface. The
system further includes a surgical training device. The
surgical training device includes a base and a top cover
connected to and spaced apart from the base to define
a simulated insufflated internal cavity between the top
cover and the base. The internal cavity is at least partially
obstructed from direct observation by a user. The top
cover includes an aperture or penetrable simulated tissue
region. The top cover of the surgical training device is
angled to form an acute angle with respect to a horizontal
plane as measured from inside the cavity. The anatom-
ical model is positioned inside the internal cavity a dis-
tance opposite the acute angle such that the inner surface
of the first layer faces the acute angle and the aperture
or penetrable simulated tissue region.
[0014] According to an embodiment, an anatomical
model for surgical training is provided. The model in-
cludes an anatomical portion. The anatomical portion in-
cludes a first layer having an inner surface and an outer
surface interconnected by a top side, a bottom side, a
left side and a right side. The inner surface is substantially
planar and flat and the first layer defines a thickness be-
tween the inner surface and the outer surface. The first
layer is configured to simulate at least a portion of a liver.
The top side of the first layer has a peak. The anatomical
portion includes a second layer having an inner surface
and an outer surface interconnected by a top side, a bot-
tom side, a left side and a right side. The second layer
overlays the first layer such that the outer surface of the
second layer faces the inner surface of the first layer.
The outer surface of the second layer is connected to the
inner surface of the first layer along at least part of a first
perimeter. The second layer defines a thickness between
the inner surface and the outer surface and the thickness
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of the second layer is smaller than the thickness of the
first layer. The anatomical portion includes a third layer
having at least one simulated anatomical structure. The
at least one simulated anatomical structure is connected
to the inner surface of the second layer. The anatomical
portion further includes a fourth layer having an inner
surface and an outer surface interconnected by a top
side, a bottom side, a left side and a right side. The fourth
layer overlays the second layer and the third layer such
that the outer surface of the fourth layer faces the inner
surface of the second layer and the at least one simulated
anatomical structure. The outer surface of the fourth layer
is connected to the inner surface of the second layer
along at least part of a second perimeter. The fourth layer
defines a thickness between the inner surface and the
outer surface and the thickness of the fourth layer is
smaller than the thickness of the first layer. The anatom-
ical portion further includes a frame at least partially em-
bedded inside the first layer. The model includes a sup-
port connectable to the frame to hold the anatomical por-
tion in a substantially upright position.
[0015] The model allows users to practice open and
laparoscopic cholecystectomies and common bile duct
explorations. The gallbladder model includes an anatom-
ical portion connected to a support. The anatomical por-
tion includes a liver layer, a fascia layer, a gallbladder
layer, a peritoneum layer, and a frame connected togeth-
er and held in an upright orientation by the support.

Brief Description of the Drawings

[0016]

FIG. 1 is a top perspective view of an anatomical
model according to the present invention.
FIG. 2 is an exploded, top perspective view of an
anatomical model according to the present inven-
tion.
FIG. 3 is a side view of a liver layer of an anatomical
portion of the anatomical model according to the
present invention.
FIG. 4 is a partial side view of a prong of a frame of
an anatomical portion of the anatomical model ac-
cording to the present invention.
FIG. 5 is a side, cross-sectional view of a support for
an anatomical portion of an anatomical model ac-
cording to the present invention.
FIG. 6 is a top perspective view of a laparoscopic
trainer for use with an anatomical model according
to the present invention.
FIG. 7 is a top perspective view of a frame and sup-
port of an anatomical model according to the present
invention.

Detailed Description of the Invention

[0017] Turning now to FIG. 1, there is shown a gall-
bladder model 10 according to the present invention. The

gallbladder model 10 includes an anatomical portion 12
removably connected to a support 14. The substantially
planar anatomical portion 12 is maintained in an upright
configuration by the support 14. In a cholecystectomy,
as described above in the background section of this ap-
plication, the fundus of the gallbladder is visible and re-
tracted. In doing so, the remainder of the gallbladder un-
derlying the liver toward the posterior of the patient is
uncovered and made visible along with the triangle of
Calot in the insufflated cavity. This retraction involves
lifting part of the lower or inferior portion of the right lobe
of the liver. With the liver and gallbladder lying substan-
tially in the X-Z plane or frontal plane of the patient, and
the retraction lifting the liver and gallbladder substantially
into the Y plane or transverse plane of the patient, the
gallbladder model 10 of the present invention is a sub-
stantial or partial projection of at least a portion of the
retracted liver and gallbladder onto the X-Y plane or
transverse plane of a patient. Hence, the gallbladder
model 10 represents a substantial planar projection of a
retracted liver and gallbladder in a simulated insufflated
cavity. As such, the gallbladder model 10 configuration
advantageously provides a surgical approach to a sim-
ulated gallbladder already in a retracted perpendicular
orientation when viewed by the user approaching the
gallbladder from the location of the umbilicus. Also, the
gallbladder model 10 configuration permits practice by
the user without requiring a second user to hold portions
of the model with graspers in a retracted position and as
such, the model 10 is advantageously designed to be
used by one person at a time. Furthermore, in the model
10, only a portion of the liver is simulated, in particular,
the right lobe of the liver. Together, with the right lobe,
the entirety of the biliary structure including the gallblad-
der is included in the model.
[0018] Turning now to FIG. 2, there is shown an ex-
ploded view of the gallbladder model 10 comprising an
anatomical portion 12 connected to a support 14. The
anatomical portion 12 includes a liver layer 16, a fascia
layer 18, a gallbladder layer 20, a peritoneum layer 22,
and a frame 24 connected together. Each layer will now
be described in greater detail.
[0019] Still referencing FIG. 2, the liver layer or first
layer 16 is molded from silicone or thermoplastic elas-
tomer that is dyed with a red color and configured to sim-
ulate a retracted portion of a liver. In particular, the liver
layer 16 is shaped to represent a portion of the right lobe
of a human liver that is retracted to expose the gallbladder
and triangle of Calot. Referring to FIG. 3, the liver layer
16 includes a flat planar inner surface 26 and a convex
curved outer surface 28. The inner and outer surfaces
26 interconnect along four sides--a curved top side, a
straight bottom side, and a left side and right side that
interconnect the top and bottom sides. The curved top
side includes a peak 30 near or at the left side of the
model. The top side curves downward from the peak 30
to a lower portion that interconnects with the right side.
This peaked shape resembles a substantially planar pro-
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jection of a retracted right lobe of a human liver. The peak
30 has a longer length relative to other portions of the
liver layer 16. The thickest portion of the liver layer 16 is
approximately 0.5 inches and located approximately at
the middle. In one variation, the frame 24 is molded di-
rectly into the liver layer 16 such that at least a portion
of the frame 24 resides inside the liver layer 16 and a
portion of the frame 24 resides outside of the liver layer
16 as shown in FIG. 3. The frame 24 will be described in
greater detail below.
[0020] Still referencing FIG. 2, the fascia layer or sec-
ond layer 18 is a thin approximately 0.01-0.03 inches
thick layer made of a thermoplastic elastomer or silicone
that is partially translucent, clear or dyed with a slight
yellow color. The fascia layer 18 has the same peaked
shape as the liver layer 16 and is sized and configured
to overlay the liver layer 16. The fascia layer 18 has an
inner surface and an outer surface with the outer surface
overlaying a portion of the inner surface 26 of the liver
layer 16. The fascia layer 18 is attached to the liver layer
16 with adhesive that is placed at least along the perim-
eter such that the majority of the middle portion or por-
tions interior from the perimeter of the fascia layer 18 are
not attached to the liver layer 16, but instead, are free to
remain mobile and separate away from the liver layer 16.
While this fascia layer 18 does not exist in real life, that
is, there is no tissue layer located between the gallbladder
and the liver, the gallbladder model 10 of the present
invention includes a fascia layer 18 which advantageous-
ly simulates the dissection and removal of the gallbladder
away from the liver. This advantage will be described in
greater detail below.
[0021] Still referencing FIG. 2, the gallbladder layer or
third layer 20 includes at least one body component. In
FIG. 2, the at least one body component is a plurality of
anatomical structures. For example, the gallbladder layer
20 includes a gallbladder 32 connected to a cystic duct
34, a common hepatic duct 36 connected to a common
bile duct 38, a cystic artery 40, and a common hepatic
artery 42 connected to and branching into the right he-
patic artery 44 and left hepatic artery 46. All of these
anatomical structures are configured to simulate actual
human anatomy and arranged within the gallbladder lay-
er 20 in an anatomically correct fashion. The gallbladder
32 is a hollow bulbous structure molded out of silicone
or other thermoplastic material dyed with a light green or
yellow color to simulate bile. In another variation, the gall-
bladder 32 is a solid and not hollow structure. The cystic
duct 34, common hepatic duct 36 and common bile duct
38 are also made of silicone or thermoplastic material
that is dyed with a light green color. The cystic duct 34
is tubular in shape having a tapered end and a diameter
of approximately 0.15-0.25 inches. In one variation, the
cystic duct 34 has a lumen with a minimum inner diameter
of 0.15 inches and a maximum outer diameter of 0.25
inches making it small enough to clip and large enough
to permit insertion of catheter. In yet another variation,
the cystic duct 34 includes a lumen having an inner sur-

face that is lubricated with lubricant. In yet another vari-
ation, the cystic duct 34 is larger in outer diameter relative
to dimension of a real life cystic duct 34 to facility training
and insertion of a catheter into the lumen. The common
hepatic duct 36 and common bile duct 38 are also tubular
in shape having a diameter of approximately 0.15 inches.
In one variation, the cystic duct 34, common hepatic duct
36 and common bile duct 38 are hollow and in another
variation they are solid. The cystic artery 40, the common
hepatic artery 42, the right hepatic artery 44 and the left
hepatic artery 46 are made from silicone or thermoplastic
material that is dyed a red color and molded into a tubular
shape having a diameter of approximately 0.15 inches.
In one variation, the cystic artery 40, common hepatic
artery 42, the right hepatic artery 44 and the left hepatic
artery 46 are hollow and in another variation they are
solid structures. The gallbladder layer 20 is connected
to the fascia layer 18 with selectively-placed adhesive.
The gallbladder layer 20 may be formed from multiple
pieces joined together or as a unit with no disconnects.
To form a unitary gallbladder layer 20, the manufacturing
process consists of a wax form that is dipped in molten
plastic and melted out once the plastic has set.
[0022] In one variation, the gallbladder model 10 is
configured for practicing bile duct exploration. In such a
variation, the biliary structures of the gallbladder layer 20
are hollow and filled with fluid that resembles bile. An
exemplary fluid is green-colored dishwashing liquid. The
inner diameter of the hollow biliary structures is approx-
imately 0.09 inches and the outer diameter is approxi-
mately 0.15 inches. The gallbladder model 10 that is con-
figured for biliary exploration includes a hollow gallblad-
der 32 filled with fluid that resembles bile. So that the
simulated bile fluid is not lost, the free ends of the cystic
duct 34, common hepatic duct 36, and common bile duct
38 are closed or capped with standard tubing caps, solid
connectors or barbed connectors that retain fluid inside
the ducts. If not molded as a single unit, biliary structures
made of multiple tubular structures are connected togeth-
er with connectors. For example, the junction between
the common hepatic duct 36 and common bile duct 38
is connected with a connector such as a Y-shaped split
that permits fluid to flow therebetween. In one variation,
the cystic duct 34 and the common bile duct 38 are con-
nected via a connector or molded as a unitary structure
such that fluid is allowed to flow between the cystic duct
34 and the common bile duct 38. The employ of connec-
tors is advantageous in that after practice scenarios in
which the ducts are cut, such as in a cholecystectomy,
the severed ducts are replaceable with new ducts that
are reconnected at the same locations using the same
connectors so that training scenarios can be repeated.
In the gallbladder model 10 that is adapted for biliary duct
exploration, any one or more of the gallbladder 32, bile
duct 34, common hepatic duct 36, and common bile duct
38, may include one or more simulated gallstones (not
shown). A simulated gallstone is a small bead-like struc-
ture made of plastic or other material. The simulated gall-
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stones are placed inside the hollow space of the gallblad-
der 32 and/or inside the lumen of one or more of the
cystic duct 34, common hepatic duct 36, and common
bile duct 38. These simulated gallstones are shaped and
configured such that they are not visible to the user when
the model is received but become visible when a syringe
and/or catheter is used to inject simulated contrast media
fluid such as colored water into one or more of the ducts
and the continuous flow of contrast media fluid is visibly
interrupted or blocked by the gallstones as the simulated
contrast media fluid fills the biliary structures. In another
variation, a kit is provided that includes a syringe with
which the gallbladder 32 is injected with fluid and/or sim-
ulated gallstones. In another variation, the gallbladder 32
is not filled with liquid but is filled with air which may be
injectable into the open cavity of the gallbladder 32 with
a syringe or other similar device. The cavity of the gall-
bladder 32 may be pressurized to a pressure greater than
ambient such that when the gallbladder 32 is inadvert-
ently punctured, as if by an improper surgical technique,
the gallbladder 32 noticeably deflates and as such pro-
vides a visual indication to the trainee. In such a variation,
the gallbladder 32 has a wall thickness configured to per-
mit observation of deflation of the gallbladder 32.
[0023] Still referencing FIG. 2, the peritoneum layer or
fourth layer 22 is a thin layer approximately 0.01-0.03
inches thick made of a thermoplastic elastomer or sili-
cone that is clear or partially translucent and/or dyed with
a slightly yellow color. The peritoneum layer 22 is nearly
identical to the fascia layer 18 and has the same peaked
shape as the underlying fascia layer 18 and liver layer
16. The peritoneum layer 22 includes an inner surface
and an outer surface overlaying the gallbladder layer 20
and overlaying at least a portion of the inner surface of
the second layer 18. In one variation, both the fascia layer
18 and the peritoneum layer 22 are each formed by mold-
ing liquid silicone on a layer of foam such as packaging
foam or other spongiform structure and then peeled off
the foam after it has set to impart at least one textured
surface to the fascia and peritoneum layers 18, 22. The
peritoneum layer 22 is sized and configured to overlay
the gallbladder layer 20. The peritoneum layer 22 is at-
tached to the fascia layer 18 with adhesive that is placed
in locations that are capable of direct contact with the
fascia layer 18 without interference from the intervening
gallbladder layer 20. Hence, only portions of the perito-
neum layer 22 are adhered to the fascia layer 18 and in
one variation, the peritoneum layer 22 is only adhered to
the fascia layer 18 and not to the gallbladder layer 20. In
another variation, portions of the peritoneum layer 22 are
adhered to portions of the gallbladder layer 20 as well as
the fascia layer 18. In yet in another variation, portions
of the peritoneum layer 22 are adhered only to portions
of the gallbladder layer 20. The layers are adhered with
adhesive or by the inherent tackiness of the material com-
posing the layers. In essence, the peritoneum layer 22
is selectively adhered to one or more of the underlying
gallbladder layer 20 and fascia layer 18 with adhesive.

[0024] Still referencing FIG. 2, the anatomical portion
12 includes a frame 24 that is configured to support the
entire anatomical portion 12 in a substantially upright ori-
entation with respect to a table top or other substantially
flat surface including an organ-receiving tray or other sur-
face inside a laparoscopic training simulator. The frame
24 includes a left leg 48 and a right leg 50 interconnected
by a central portion 52. The central portion 52 is curved
and mimics the generally peaked-shape of the other lay-
ers 16, 18, 22. The frame 24 is sized smaller than the
liver, fascia and peritoneum layers 16, 18, 22. The frame
24 is made of rigid metal, plastic or other polymer or ma-
terial that is capable and strong enough to support the
layers of silicone and plastic comprising the anatomical
portion 12 of the model 10 in an upright orientation. The
left leg 49 is at or adjacent to the peak and is approxi-
mately 3.5-4.0 inches long and the shorter right leg 50 is
approximately 2.5-3.0 inches long. The curved central
portion 52 is approximately 4.0-4.5 inches long and fol-
lows the curvature of the layers 16, 18, 22. The overall
height of the gallbladder model 10 is approximately 5-6
inches and the length of the model 10 is approximately
5-6 inches. The left leg 48 defines a left prong 54 at its
free end and the right leg 50 defines a right prong 56 at
the free end of the right leg 50. The left and right prongs
54, 56 extend beyond the anatomical portion 12 for in-
sertion into a support 14. The cross-section of the frame
24 is substantially circular with a diameter of approxi-
mately 0.15 inches with the prongs 54, 56 having a slight-
ly larger diameter. Each prong 54, 56 includes a curved,
ball-shaped, or spherical-shaped or angled detent 58 as
illustrated in FIG. 4 which shows a sectional view of a
the left leg 48. The prongs 54, 56 have angled distal tips.
The frame 24 is connected to the anatomical portion 12
such that the prongs 54, 56 protrude out from the layers
for connection with the support 14. As described above,
in one variation, the frame 24 is molded directly into the
liver layer 16 and is clear or transparent in color or sub-
stantially the same color as the liver layer 16 in which it
is embedded so that it is not readily visible to the user.
[0025] In another variation, the frame 24 does not have
a peaked portion and is substantially U-shaped. As
shown in FIG. 7, the central portion 52 of the frame 24
is straight and does not follow the peaked-shaped of the
other layers 16, 18, 22. This variation provides less sup-
port to the other layers 16, 18, 22 in the location of the
peak 30 advantageously permitting all of these layers to
be more flexible and to be more easily pushed distally or
proximally relative to areas adjacent to the frame 24 to
practice the retraction of the liver 16 from the gallbladder
32 while still providing support to the overall model 10 in
the support 14. In this variation, both the right leg 50 and
left leg 48 are the same length approximately 2.5-3.0
inches long instead of the left leg 48 in the location of the
peak 30 being longer. The peak 30 formation in the layers
16, 18, 22 represents only a portion of the liver, in par-
ticular, the right lobe of the liver with all of the anatomical
structures of the gallbladder layer 20 being presented in
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the model 10.
[0026] With additional reference to FIG. 5, the support
14 is configured to connect with the anatomical portion
12 and hold the anatomical portion 12 in a substantially
upright orientation with respect to a table top or other
surface. The support 14 includes a base 60 interconnect-
ed with an upright portion 62. The upright portion 62 in-
cludes at least two sockets 64 that are sized and config-
ured to receive the prongs 54, 56 of the frame 24. The
upright portion 62 further includes a spring-biased plung-
er 66 in communication with each socket 64. To connect
the anatomical portion 12 to the support 14, the prongs
54, 56 are inserted into the sockets 64 of the support 14.
The angled distal tips of the prongs 54, 56 cam against
the plungers 66 until they snap into the detents 58 on
each prong 54, 56 to securely lock the anatomical portion
12 to the support 14. The anatomical portion 12 may be
removed from the support 14 by releasing the plungers
66 from each detent 58 or by pulling with force such that
the detent 58 cams against the plunger 66 moving it out
of the way. The anatomical portion 12 can be snapped
into the support 14 or into sockets formed as a removable
part of a larger anatomical model, organ tray or laparo-
scopic trainer. Any type of connection fit is within the
scope of the present invention for connecting the ana-
tomical portion 12 to the support 14 including left and
right prongs 54, 56 that are split and splay outwardly as
shown in FIG. 7. The prongs 54, 56 are further biased
outwardly and ramped to flex past and snap behind a
detent to secure the anatomical portion 12 to the support
14. To remove the anatomical portion 12, the slit end of
the prongs 54, 56 are squeezed together by a user from
underneath the support 14 to permit the prongs 54, 56
to slide past the detent. The frame 24 and the anatomical
portion 12 are separated from the support 14.
[0027] The gallbladder model 10 can be used to prac-
tice open procedures that involve gallbladder anatomy.
Also, the gallbladder model 10 is particularly well suited
for practicing laparoscopic gallbladder procedures. To
practice laparoscopic gallbladder procedures, the model
10 is placed inside a laparoscopic trainer 68 such as the
trainer 68 shown in FIG. 6 and described in co-pending
U.S. Patent Application Serial No. 13/248,449 entitled
"Portable laparoscopic trainer" and filed on September
29, 2011 by Pravong et al. to Applied Medical Resources
Corporation and published as U.S. Patent Application
Publication No. 2012/0082970.
[0028] Still referencing FIG. 6, the laparoscopic trainer
68 includes a top cover 70 connected to a base 72 by a
pair of legs 74 spacing the top cover 70 from the base
72. The laparoscopic trainer 68 is configured to mimic
the torso of a patient such as the abdominal region. The
top cover 70 is representative of the anterior surface of
the patient and the space between the top cover 70 and
the base 72 is representative of an interior of the patient
or body cavity where organs reside. The laparoscopic
trainer 68 is a useful tool for teaching, practicing and dem-
onstrating various surgical procedures and their related

instruments in simulation of a patient. Surgical instru-
ments are inserted into the cavity through pre-estab-
lished apertures 76 in the top cover 48. These pre-es-
tablished apertures 76 may include seals that simulate
trocars or may include simulated tissue region(s) that
simulates the patient’s skin and abdominal wall portions.
Various tools and techniques may be used to penetrate
the top cover 70 to perform mock procedures on model
organs placed between the top cover 70 and the base
72 such as the gallbladder model 10. When placed inside
the cavity of the trainer 68, the gallbladder model 10 is
generally obscured from the perspective of the user who
can then practice performing surgical techniques lapar-
oscopically by viewing the surgical site indirectly via a
video feed displayed on a video monitor 78. The video
display monitor 78 is hinged to the top cover 70 and is
shown in an open orientation in FIG. 6. The video monitor
78 is connectable to a variety of visual systems for de-
livering an image to the monitor 78. For example, a lapar-
oscope inserted through one of the pre-established ap-
ertures 76 or a webcam located in the cavity and used
to observe the simulated procedure can be connected to
the video monitor 78 and/or a mobile computing device
to provide an image to the user.
[0029] When assembled, the top cover 70 is positioned
above the base 72 with the legs 74 located substantially
at the periphery and interconnected between the top cov-
er 70 and base 72. The top cover 70 and base 72 are
substantially the same shape and size and have sub-
stantially the same peripheral outline. The laparoscopic
trainer 68 includes a top cover 48 that angulates with
respect to the base 50. The legs 52 are configured to
permit the angle of the top cover 70 with respect to the
base 72 to be adjusted. FIG. 6 illustrates the trainer 68
adjusted to an angulation of approximately 30-45 de-
grees with respect to the base 72. The selected angula-
tion of the top cover 70 is locked by tightening thumb-
screws provided on the legs 74. The angulation of the
top cover 70 of the trainer 68 with respect to the base 72
is particularly advantageous with respect to accommo-
dating the gallbladder model 10 of the present invention.
[0030] With the top cover 70 angled as shown in FIG.
6, the gallbladder model 10 is inserted into the cavity of
the trainer 68 and positioned between the top cover 70
and base 72. With the gallbladder model 10 inserted into
the trainer 68, the peritoneum layer 20 faces the front of
the trainer 68. In particular, the inner surface of the gall-
bladder model 10 substantially faces the apertures or
tissue simulation region 76. The model 10 shares a ver-
tical component with the top cover 70 in the angled ori-
entation. The top cover 70 is angled such that the top
cover 70 is positioned between the user and the gallblad-
der model 10. The direction of approach by the user is
through the apertures, or simulated tissue region(s) 76
in the top cover 70. Instruments are inserted through lo-
cations 76 in the top cover 70 to access the gallbladder
model 10 for practicing surgical procedures. Also, a
scope is inserted into the trainer cavity between the top
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cover 70 and base 72 via one of the apertures 76 to cap-
ture video images of the obscured gallbladder model 10
and display them to the user via the video monitor 78.
[0031] Users practicing laparoscopic cholecystectomy
will pass other instruments in addition to the scope into
the cavity of the laparoscopic trainer 68 to access the
gallbladder model 10 inside the trainer 68. Because the
model 10 advantageously portrays a retracted gallblad-
der, the user is not required to use surgical graspers to
retract the simulated liver, nor is it required to have an
assistant hold one or more of the graspers to maintain
the retracted position. Instead, the gallbladder model 10
is designed to be used by one person.
[0032] In the practice of laparoscopic cholecystecto-
my, the user will practice identifying the triangle of Calot
by using an inserted scope to view an image on the mon-
itor 78. After the triangle of Calot is identified, the perito-
neum layer 22 is dissected and the cystic duct 34 and
cystic artery 40 are approached. Advantageously, be-
cause only select portions of the peritoneum layer 22 are
adhered to the underlying layer 18 or layers 18 and 20,
the cystic duct 34 and cystic artery 40 are easily skele-
tonized or separated from the peritoneum layer 22. Also,
because portions of the cystic duct 34 and cystic artery
40 and other elements of the gallbladder layer 20 are
selectively attached to the underlying layer, they advan-
tageously maintain their anatomical layout and are still
relatively mobile as they would be in vivo. The mobility
of the elements comprising the gallbladder layer 20 rel-
ative to the liver layer 16 or one or more adjacent fascia
or peritoneum layers 18, 22 is advantageously enhanced
not only by the mere existence of such layers 18, 22 in
the model 10 and the select adhesion of said gallbladder
layer elements to one or more of the fascia layer 18 and
peritoneum layer 22, but also, by mobility of the under-
lying fascia layer 18 which itself is selectively adhered to
the underlying liver layer 16. Selective adherence of one
layer to an adjacent layer typically results from the appli-
cation of adhesive in pre-selected areas and the avoid-
ance of adhesive in strategic areas of the anatomy that
demand greater mobility and/or removal relative to the
adjacent layer(s). With regards to the gallbladder 32, the
gallbladder 32 is attached to the fascia layer 18 that is
located above the liver layer 16. This allows the gallblad-
der 32 to be removed from the model 10 without damag-
ing the liver layer 16 or only slightly damaging the liver
layer 16 either of which is a more realistic outcome to the
procedure. The liver is a vascular and sensitive structure
and removing the gallbladder without taking too much of
the liver is key to the success of a cholecystectomy and
the model 10 advantageously allows realization of such
outcomes in practice. While the fascia layer 18 does not
exist in reality, it aids in the simulation because without
the fascia layer 18, adhesive cannot be dissected in the
same manner as the real-life connective tissue between
the gallbladder and liver. In one variation, the outer sur-
face of the peritoneum layer 22 is adhered to the gall-
bladder layer 20 with adhesive. In the same variation,

the peritoneum layer 22 is also adhered to the inner sur-
face of the second layer 18 with adhesive only along at
least part of the perimeter. Also, in the same variation,
the outer surface of the second layer 18 is adhered to
the inner surface of the liver layer 16 with adhesive only
along at least part of the perimeter. As a result of this
configuration, pulling of the peritoneum layer 22 will result
in the pulling of the gallbladder layer 20 along with the
peritoneum layer 22 and a resulting tenting of the com-
bined peritoneum layer 22 and gallbladder layer 20 rel-
ative to the second layer 18 and the liver layer 16 because
the peritoneum layer 22 is attached to the second layer
18 only at the perimeter and the second layer 18 is in
turn attached to the liver layer 16 only along at least part
of the perimeter allowing for advantageous tenting effect.
In a version of this variation, the gallbladder 32 is adhered
to the inner surface of the second layer 32. Therefore,
pulling of the gallbladder layer 20 and/or the peritoneum
layer 22 and/or gallbladder 32 in a direction substantially
perpendicular to the layers 16, 18, 20, 22 or away from
the liver layer 16 will result in a further tenting of the sec-
ond layer 18 relative to the liver layer 16 at the location
of the gallbladder 32. Because the layers 18, 22 are
stretchy and selectively adhered as described, tenting of
the layers 18, 20, 22 will readily occur. Hence, when the
peritoneum layer 22 is pulled in a direction away from
the liver layer 16 a first gap or pocket is formed between
the peritoneum layer 22 and the fascia layer 18 by the
tenting of the peritoneum layer 22 as a result of the pre-
determined and selective adherence. Also, a second gap
or pocket is formed between the fascia layer 18 and the
liver layer 16 as the fascia layer 18 tents with respect to
the liver layer 18 as the fascia layer 18 is pulled due to
the predetermined and selective adherence of the gall-
bladder 32 to the second layer 18. Wherein the second
gap or pocket is smaller than the first gap or pocket when
the peritoneum layer 22 is pulled away from the liver layer
16. Also, the second layer 18 can be made slightly thicker
than the peritoneum layer 22. The peritoneum layer 22
and the second layer 18 are thicker than the liver layer 16.
[0033] Prior to removal of the gallbladder 32, the user
will practice introducing a surgical clip applier through
one of the apertures 76 of the trainer 68 and applying
clips in two locations to both the cystic duct 34 and the
cystic artery 40. The vasculature and biliary structures
are made of materials that allow the simulated tissue
structures to function similarly to human anatomy and be
pliable, dissectable, and withstand the application of real
clips from a surgical clip applier such that when the clips
are closed on the structures of the gallbladder layer 20,
they do not sever the structures. The user then inserts
laparoscopic scissors through one of the apertures 76
and cuts the cystic duct 34 and the cystic artery 40 be-
tween the two locations of clips. The gallbladder 32 is
then dissected from the bed of the liver and removed
through one of the trocars inserted in one of the apertures
76. The gallbladder 32 is advantageously attached to the
fascia layer 18 and not directly to the liver layer 16. The
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presence of a fascia layer 18 makes removal of the gall-
bladder 32 more realistic as described above providing
a situs for incision.
[0034] The gallbladder model 10 is also useful for train-
ing residents and surgeons in laparoscopic common bile
duct exploration. Common bile duct exploration is a pro-
cedure used to see if a gallbladder stone or some other
obstruction is blocking the flow of bile from the gallbladder
or liver to the intestine which can cause jaundice. In the
practice of this procedure, the gallbladder model 10 is
placed in the cavity of the laparoscopic trainer 68 and
the abdominal cavity is approached as in a cholecystec-
tomy described above with a scope inserted through one
of the apertures 76 in the laparoscopic trainer 68 and the
resulting live image displayed on the video monitor 78.
The user identifies the common bile duct 38 on the mon-
itor 78. A bladed instrument is introduced into the cavity
of the trainer 68 and a small hemicircumferential incision
is made in the common bile duct 38. A cholangiography
catheter (not shown) such as the AEROSTAT® manu-
factured by Applied Medical Resources Corporation in
California is inserted into the laparoscopic trainer 68 cav-
ity through one of the apertures 76 and into the incision
made in the common bile duct 38. Instead of contrast
media or radiopaque fluid, colored water is injected with
a syringe into the proximal end of the catheter and al-
lowed to flow into the cystic and common bile ducts 34,
38. The colored water will fill the one or more biliary struc-
tures allowing the simulated gallstones to be seen.
Hence, in training for biliary duct exploration, no fluoros-
copy is required to identify the presence of gallstones in
the training procedure employing the gallbladder model
10 of the present invention. If there are gallstones, the
obstructions will appear as discontinuities in the flow of
colored water. The user can then practice locating the
simulated gallstones at the location of fluid flow obstruc-
tion or color discontinuity. Once the simulated gallstones
are located the user practices removing the gallstones
from the hollow biliary structures.
[0035] The present invention further includes a kit for
practicing common bile duct exploration. A kit for com-
mon bile duct exploration comprises a gallbladder model
10 and a syringe of colored water. The kit further com-
prises a catheter and/or a plurality of simulated gallstones
which can be inserted into the biliary structures of the
gallbladder layer 20. The kit may further include replace-
ment sections of any one or more ducts 34, 36, 38 and
arteries 40, 42, 44, 46 and/or connectors. The replace-
ment ducts have hollow lumens for practicing common
bile duct exploration. Other replacement ducts and/or ar-
teries in the kit are solid diameter structures for replacing
ducts and/or arteries that have been previously severed
in practice of previous procedures.
[0036] The gallbladder model 10 of the present inven-
tion is particularly suited for laparoscopic procedures;
however, the invention is not so limited and the gallblad-
der model of the present invention can be used in open
surgical procedures equally effectively.

[0037] It is understood that various modifications may
be made to the embodiments of the gallbladder model
10 disclosed herein. Therefore, the above description
should not be construed as limiting, but merely as exem-
plifications of preferred embodiments.

Claims

1. An anatomical model for surgical training, compris-
ing:

a first layer (16) having an inner surface and an
outer surface; the first layer (16) having a thick-
ness defined between the inner surface (26) and
the outer surface (28); the first layer (16) being
configured to simulate at least a portion of a first
anatomical structure and having a first perime-
ter;
a second layer (18) having an inner surface and
an outer surface; the second layer (18) defining
a thickness between the inner surface and the
outer surface; the second layer having a second
perimeter; the second layer overlaying the first
layer (16) such that the outer surface of the sec-
ond layer faces the inner surface of the first layer;
and
at least one second simulated anatomical struc-
ture (20); the at least one second simulated an-
atomical structure (20) defining a third perimeter
around the at least one second simulated ana-
tomical structure (20); the at least one second
simulated anatomical structure being connected
to the inner surface of the second layer; and
wherein the outer surface of the second layer is
connected to the inner surface of the first layer
at least partially around the location of the at
least one second simulated anatomical struc-
ture, characterized in that:

the second layer (18) is connected to the
first layer outside the third perimeter such
that the second layer (18) is permitted to
tent with respect to the first layer (16) when
the second layer (18) is pulled away from
the first layer (16) at a location inside the
third perimeter.

2. The anatomical model of claim 1 further including a
fourth layer (22) having an inner surface and an outer
surface; the fourth layer (22) defining a thickness
between the inner surface and the outer surface and
having a fourth perimeter; the fourth layer (22) over-
lays the second layer (18) and the at least one sec-
ond simulated anatomical structure (20) such that
the outer surface of the fourth layer (22) faces the
inner surface of the second layer and the at least
one second simulated anatomical structure; wherein
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the outer surface of the fourth layer (22) is connected
to the inner surface of the second layer (18).

3. The anatomical model of claim 2 wherein the outer
surface of the second layer (18) is connected to the
inner surface of the first layer (16) at a location out-
side the third perimeter as projected onto the first
layer (16); and
wherein the outer surface of the fourth layer (22) is
connected to the inner surface of the second layer
(18) at a location outside the third perimeter as pro-
jected onto the second layer (18).

4. The anatomical model of claim 2 wherein the outer
surface of the second layer (18) is connected to the
inner surface of the first layer (16) at a location along
at least part of the third perimeter as projected onto
the first layer (16); and
wherein the outer surface of the fourth layer (22) is
connected to the inner surface of the second layer
(18) at a location along at least part of the third pe-
rimeter or outside the third perimeter as projected
onto the second layer (18).

5. The anatomical model of claim 2 wherein the thick-
ness of the second layer (18) and the fourth layer
(22) are smaller than the thickness of the first layer
(22).

6. The anatomical model of claim 2 wherein the outer
surface of the second layer (18) is connected to the
inner surface of the first layer (16) along at least a
part of the first perimeter and the outer surface of
the fourth layer (22) is connected to the inner surface
of the second layer (18) along at least a part of the
first perimeter or second perimeter.

7. The anatomical model of claim 1 wherein the first
layer (16) simulates at least a portion of a liver and
the at least one second simulated anatomical struc-
ture (20) includes a simulated gallbladder (32).

8. The anatomical model of claim 1 wherein the first
layer (16) is thicker than the second layer (18).

9. The anatomical model of claim 1 wherein the inner
surface (26) of the first layer (16) is flat.

10. The anatomical model of claim 1 wherein the outer
surface of the second layer (18) is connected to the
inner surface of the first layer (16) along at least a
part of the first perimeter.

11. The anatomical model of claim 1 wherein the second
layer (18) is connected to the first layer (16) at a
location outside the third perimeter as projected onto
the overlayed second layer (18).

12. The anatomical model of claim 1 wherein the fourth
layer (22) is connected to the second layer (18) at
or inside the third perimeter.

13. The anatomical model of claim 1 wherein the outer
surface of the second layer (18) is connected to the
inner surface of the first layer (16) at a location along
at least part of the third perimeter or outside the third
perimeter as projected onto the first layer (16).

14. The anatomical model of claim 1 further including a
frame (24) having a first end (54) interconnected to
a second end (56) by a central portion (52); at least
part of the frame (24) being embedded within the
first layer (16) with the first end (54) and the second
end (56) of the frame (24) extending out from the
first layer (16); and a support (14); the first end (54)
and the second end (56) of the frame (24) being re-
movably connectable to the support (14) to hold the
first layer (16) in a substantially upright position with
respect to a supporting surface.

Patentansprüche

1. Ein anatomisches Modell für die chirurgische Schu-
lung, das Folgendes beinhaltet:

eine erste Schicht (16) mit einer Innenfläche und
einer Außenfläche; wobei die erste Schicht (16)
eine Dicke aufweist, die zwischen der Innenflä-
che (26) und der Außenfläche (28) definiert ist;
wobei die erste Schicht (16) dazu konfiguriert
ist, mindestens einen Anteil einer ersten anato-
mischen Struktur zu simulieren, und eine erste
äußere Begrenzung aufweist;
eine zweite Schicht (18) mit einer Innenfläche
und einer Außenfläche; wobei die zweite
Schicht (18) eine Dicke zwischen der Innenflä-
che und der Außenfläche aufweist; wobei die
zweite Schicht eine zweite äußere Begrenzung
aufweist; wobei die zweite Schicht die erste
Schicht (16) so überlagert, dass die Außenflä-
che der zweiten Schicht zu der Innenfläche der
ersten Schicht hin zeigt; und
mindestens eine zweite simulierte anatomische
Struktur (20); wobei die mindestens eine zweite
simulierte anatomische Struktur (20) eine dritte
äußere Begrenzung um die mindestens eine
zweite simulierte anatomische Struktur (20) he-
rum definiert; wobei die mindestens eine zweite
simulierte anatomische Struktur mit der Innen-
fläche der zweiten Schicht verbunden ist; und
wobei die Außenfläche der zweiten Schicht min-
destens teilweise um den Ort der mindestens
einen zweiten simulierten anatomischen Struk-
tur herum mit der Innenfläche der ersten Schicht
verbunden ist, dadurch gekennzeichnet,
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dass:

die zweite Schicht (18) außerhalb der drit-
ten äußeren Begrenzung mit der ersten
Schicht verbunden ist, so dass es der zwei-
ten Schicht (18) gestattet ist, ein Zelt bezüg-
lich der ersten Schicht (16) zu bilden, wenn
die zweite Schicht (18) von der ersten
Schicht (16) weg an einem Ort innerhalb der
dritten äußeren Begrenzung gezogen wird.

2. Das anatomische Modell gemäß Anspruch 1, das
ferner eine vierte Schicht (22) mit einer Innenfläche
und einer Außenfläche umfasst; wobei die vierte
Schicht (22) eine Dicke zwischen der Innenfläche
und der Außenfläche definiert und eine vierte äußere
Begrenzung aufweist; wobei die vierte Schicht (22)
die zweite Schicht (18) und die mindestens eine
zweite simulierte anatomische Struktur (20) überla-
gert, so dass die Außenfläche der vierten Schicht
(22) zu der Innenfläche der zweiten Schicht und der
mindestens einen zweiten simulierten anatomi-
schen Struktur hin zeigt; wobei die Außenfläche der
vierten Schicht (22) mit der Innenfläche der zweiten
Schicht (18) verbunden ist.

3. Das anatomische Modell gemäß Anspruch 2, wobei
die Außenfläche der zweiten Schicht (18) an einem
Ort außerhalb der dritten äußeren Begrenzung mit
der Innenfläche der ersten Schicht (16) verbunden
ist, wie auf die erste Schicht (16) projiziert; und
wobei die Außenfläche der vierten Schicht (22) an
einem Ort außerhalb der dritten äußeren Begren-
zung mit der Innenfläche der zweiten Schicht (18)
verbunden ist, wie auf die zweite Schicht (18) proji-
ziert.

4. Das anatomische Modell gemäß Anspruch 2, wobei
die Außenfläche der zweiten Schicht (18) an einem
Ort entlang mindestens eines Teils der dritten äuße-
ren Begrenzung mit der Innenfläche der ersten
Schicht (16) verbunden ist, wie auf die erste Schicht
(16) projiziert; und
wobei die Außenfläche der vierten Schicht (22) an
einem Ort entlang mindestens eines Teils der dritten
äußeren Begrenzung oder außerhalb der dritten äu-
ßeren Begrenzung mit der Innenfläche der zweiten
Schicht (18) verbunden ist, wie auf die zweite Schicht
(18) projiziert.

5. Das anatomische Modell gemäß Anspruch 2, wobei
die Dicke der zweiten Schicht (18) und der vierten
Schicht (22) kleiner ist als die Dicke der ersten
Schicht (22).

6. Das anatomische Modell gemäß Anspruch 2, wobei
die Außenfläche der zweiten Schicht (18) entlang
mindestens eines Teils der ersten äußeren Begren-

zung mit der Innenfläche der ersten Schicht (16) ver-
bunden ist und die Außenfläche der vierten Schicht
(22) entlang mindestens eines Teils der ersten äu-
ßeren Begrenzung oder zweiten äußeren Begren-
zung mit der Innenfläche der zweiten Schicht (18)
verbunden ist.

7. Das anatomische Modell gemäß Anspruch 1, wobei
die erste Schicht (16) mindestens einen Anteil einer
Leber simuliert und die mindestens eine zweite si-
mulierte anatomische Struktur (20) eine simulierte
Gallenblase (32) umfasst.

8. Das anatomische Modell gemäß Anspruch 1, wobei
die erste Schicht (16) dicker ist als die zweite Schicht
(18).

9. Das anatomische Modell gemäß Anspruch 1, wobei
die Innenfläche (26) der ersten Schicht (16) flach ist.

10. Das anatomische Modell gemäß Anspruch 1, wobei
die Außenfläche der zweiten Schicht (18) entlang
mindestens eines Teils der ersten äußeren Begren-
zung mit der Innenfläche der ersten Schicht (16) ver-
bunden ist.

11. Das anatomische Modell gemäß Anspruch 1, wobei
die zweite Schicht (18) an einem Ort außerhalb der
dritten äußeren Begrenzung mit der ersten Schicht
(16) verbunden ist, wie auf die überlagerte zweite
Schicht (18) projiziert.

12. Das anatomische Modell gemäß Anspruch 1, wobei
die vierte Schicht (22) an der oder innerhalb der drit-
ten äußeren Begrenzung mit der zweiten Schicht
(18) verbunden ist.

13. Das anatomische Modell gemäß Anspruch 1, wobei
die Außenfläche der zweiten Schicht (18) an einem
Ort entlang mindestens eines Teils der dritten äuße-
ren Begrenzung oder außerhalb der dritten äußeren
Begrenzung mit der Innenfläche der ersten Schicht
(16) verbunden ist, wie auf die erste Schicht (16)
projiziert.

14. Das anatomische Modell gemäß Anspruch 1, das
ferner Folgendes umfasst: einen Rahmen (24) mit
einem ersten Ende (54), das durch einen zentralen
Anteil (52) mit einem zweiten Ende (56) verbunden
ist; wobei mindestens ein Teil des Rahmens (24) mit
dem ersten Ende (54) innerhalb der ersten Schicht
(16) eingebettet ist und wobei das zweite Ende (56)
des Rahmens (24) sich aus der ersten Schicht (16)
erstreckt; und eine Stütze (14); wobei das erste Ende
(54) und das zweite Ende (56) des Rahmens (24)
entfernbar mit der Stütze (14) verbunden werden
können, um die erste Schicht (16) in einer bezüglich
einer Stützfläche im Wesentlichen aufrechten Posi-
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tion zu halten.

Revendications

1. Un modèle anatomique de formation chirurgicale,
comprenant :

Une première couche (16) ayant une surface
intérieure et une surface extérieure ; la première
couche (16) ayant une épaisseur définie entre
la surface intérieure (26) et la surface extérieure
(28) ; la première couche (16) étant configurée
pour simuler au moins une partie d’une première
structure anatomique et ayant un premier
périmètre ;
Une deuxième couche (18) ayant une surface
intérieure et une surface extérieure ; la deuxiè-
me couche (18) définissant une épaisseur entre
la surface intérieure et la surface extérieure ; la
seconde couche ayant un deuxième périmètre ;
la seconde couche recouvrant la première cou-
che (16) de façon à ce que la surface extérieure
de la deuxième couche fasse face à la surface
intérieure de la première couche ; et
Au moins une seconde structure anatomique si-
mulée (20) ; cette seconde structure anatomi-
que simulée (20) définissant un troisième péri-
mètre autour d’au moins une seconde structure
anatomique simulée (20) ; au moins une secon-
de structure anatomique simulée devant être re-
liée à la surface intérieure de la deuxième
couche ; et
Dans lequel, la surface extérieure de la deuxiè-
me couche est reliée à la surface intérieure de
la première couche au moins partiellement
autour de l’emplacement d’au moins une secon-
de structure anatomique simulée, caractérisée
en ce que :

La deuxième couche (18) est reliée à la pre-
mière couche à l’extérieur du troisième pé-
rimètre de manière à ce que la deuxième
couche (18) puisse se soulever de la pre-
mière couche (16) lorsque la deuxième cou-
che (18) est écartée de la première couche
(16) à un endroit situé à l’intérieur du troi-
sième périmètre

2. Le modèle anatomique de la revendication 1 incluant
en outre une quatrième couche (22) ayant une sur-
face intérieure et une surface extérieure ; la quatriè-
me couche (22) définissant une épaisseur entre la
surface intérieure et la surface extérieure et ayant
un quatrième périmètre ; la quatrième couche (22)
recouvrant de la deuxième couche (18) et au moins
une seconde structure anatomique simulée (20) de
sorte que la surface extérieure de la quatrième cou-

che (22) fasse face à la surface intérieure de la
deuxième couche et à au moins une seconde struc-
ture anatomique simulée ; dans lequel la surface ex-
térieure de la quatrième couche (22) est reliée à la
surface intérieure de la deuxième couche (18).

3. Le modèle anatomique de la revendication 2, dans
lequel la surface extérieure de la deuxième couche
(18) est reliée à la surface intérieure de la première
couche (16) à un endroit situé en dehors du troisième
périmètre tel que projeté sur la première couche
(16) ; et
Dans lequel la surface extérieure de la quatrième
couche (22) est reliée à la surface intérieure de la
deuxième couche (18) à un endroit situé en dehors
du troisième périmètre tel que projeté sur la deuxiè-
me couche (18).

4. Le modèle anatomique de la revendication 2, dans
lequel la surface extérieure de la deuxième couche
(18) est reliée à la surface intérieure de la première
couche (16) à un endroit situé le long d’au moins une
partie du troisième périmètre tel que projeté sur la
première couche (16) ; et
Dans lequel la surface extérieure de la quatrième
couche (22) est reliée à la surface intérieure de la
deuxième couche (18) à un endroit situé le long d’au
moins une partie du troisième périmètre ou à l’exté-
rieur du troisième périmètre tel que projeté sur la
deuxième couche (18).

5. Le modèle anatomique de la revendication 2, dans
lequel l’épaisseur de la deuxième couche (18) et de
la quatrième couche (22) sont plus minces que
l’épaisseur de la première couche (22).

6. Le modèle anatomique de la revendication 2, dans
lequel la surface extérieure de la deuxième couche
(18) est reliée à la surface intérieure de la première
couche (16) le long d’au moins une partie du premier
périmètre et la surface extérieure de la quatrième
couche (22) est reliée à la surface intérieure de la
deuxième couche (18) le long d’au moins une partie
du premier ou du second périmètre.

7. Le modèle anatomique de la revendication 1, dans
lequel la première couche (16) simule au moins une
partie d’un foie et au moins une seconde structure
anatomique simulée (20) comprend une vésicule bi-
liaire simulée (32).

8. Le modèle anatomique de la revendication 1, dans
lequel la première couche (16) est plus épaisse que
la deuxième couche (18).

9. Le modèle anatomique de la revendication 1, dans
lequel la surface intérieure (26) de la première cou-
che (16) est plate.
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10. Le modèle anatomique de la revendication 1, dans
lequel la surface extérieure de la deuxième couche
(18) est reliée à la surface intérieure de la première
couche (16) le long d’au moins une partie du premier
périmètre.

11. Le modèle anatomique de la revendication 1, dans
lequel la deuxième couche (18) est reliée à la pre-
mière couche (16) à un endroit situé en dehors du
troisième périmètre tel que projeté sur la deuxième
couche recouverte (18).

12. Le modèle anatomique de la revendication 1, dans
lequel la quatrième couche (22) est reliée à la deuxiè-
me couche (18) au niveau de ou à l’intérieur du troi-
sième périmètre.

13. Le modèle anatomique de la revendication 1, dans
lequel la surface extérieure de la deuxième couche
(18) est reliée à la surface intérieure de la première
couche (16) à un endroit situé le long d’au m moins
une partie du troisième périmètre ou à l’extérieur du
troisième périmètre tel que projeté sur la première
couche (16).

14. Le modèle anatomique de la revendication 1 com-
prenant en outre un cadre (24) ayant une première
extrémité (54) raccordée à une seconde extrémité
(56) par une partie centrale (52) ; au moins une partie
du cadre (24) étant intégrée dans la première couche
(16), la première extrémité (54) et la seconde extré-
mité (56) du cadre (24) s’étendant à partir de la pre-
mière couche (16) ; et un support (14) ; la première
extrémité (54) et la seconde extrémité (56) du cadre
(24) pouvant être retirées et reconnectées au sup-
port (14) pour maintenir la première couche (16)
dans une position substantiellement verticale par
rapport à une surface d’appui.
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